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appeared to be allied to the summer diarrhoea which
occurred in England ; and from the incidence of the disease (’F
when dysentery was absent Dr. Washbourn felt sure that an

the two diseases had no etiological relationship. Of true ro

dysentery 379 cases were admitted and there were nine deaths, W
a mortality of 1’86 per cent. The cases might be divided into ge
two types. In the first type there were the passage of blood Cl
and slime and a fever lasting about six days. On the sub- tu
sidence of the fever the motions gradually assumed their en

natural character and the patient recovered. This was the
usual course of the disease ; death might, however, ensue F(

during the febrile stage or a few days after the fever had la
subsided. In the second type the temperature did not fall at us

the end of six days, but it continued for two or three weeks w
longer. During the latter period blood and slime disappeared cc

from the motions, wliich became liquid, and the symptoms P:
were much more like those of enteric fever than those of (I
dysentery. The post-mortem features of South African

dysentery were then described. Dr. Washbourn had little lo
doubt but that the South African dysentery was the same tl
disease as the asylum dysentery described by Dr. F. W. ir
Mott and Dr. Durham in this country. He felt sure that it si
was not due to amoebse, for he had invariably failed to find d:
them in the motions. Abscess of the liver was a rare st

complication of South African dysentery. In one case which ol
occurred both streptococci and a bacillus belonging to the e]

coli group were found ; there were no amcebse in the pus. fc
There were 546 cases of enteric fever with 50 deaths, a s’

mortality of 9’1 per cent. The main features of the type of T
the disease which he met with were that constipation was E
much more common than diarrhoea and that phlebitis was t!

exceptionally common. In cases which Dr. Washbourn had a
observed during the incubation period, he had frequently o
noticed a preliminary febrile attack which subsided a day or
two before the onset of the enteric fever, and he thought that n

this was some indication of the changes which they knew t’ t:
must be taking place during incubation. He did not think s s
that inoculation in any way modified the course of an attack o

and he doubted whether it had any important practical c

influence upon the incidence of the disease. The cases of d

simple continued fever admitted were simply cases in which &egrave;

there was some malaise with a moderate pyrexia ; possibly c

some of them were abortive attacks of some specific disease 1:
and some of them might be slight attacks of influenza, of 1
which latter 71 definite cases were diagnosed. Finally, I Dr. Washbourn emphasised the influence of "a chill" as t

determining the occurrence of an attack of diarrhoea ; it was %
an undoubted predisposing cause. A chill which in England t

would probably give rise to an attack of nasal catarrh, in
South Africa would cause an intestinal catarrh ; the differ-
ence was probably due to the prevalence of the bacteria

causing the respective conditions.
Professor T. CLIFFORD ALLBUTT (Cambridge) said that he

responded with great pleasure to the opportunity given him
of appreciating the introductory address of their President. 1
He particularly wished to refer to what Dr. Washbourn had
said as to the preliminary rise of temperature before the
onset of enteric fever. He himself had many times noticed
the occurrence, but he had never published his observations,
as he had kept no definite record of cases. As, however,
Dr. Washbourn had called their attention to the point, he
himself was encouraged to give his own experience, which
was quite in accord with what Dr. Washbourn had told them
on the point.

Lymphadenoma.
Professor J. MICHELL CLARKE (Bristol) then opened a

discussion on Lymphadenoma. The term was defined as
including those diseases which were characterised by over-
growth of lymphoid tissue or which gave rise to growths
closely resembling in structure the lymphatic glands. The
points of resemblance between lymphadenoma and an

infective process were insisted on and its possible relation-
ship to tuberculosis, to the sarcomata, and to lymphatic
leuka3mia was discussed. Professor Michell Clarke concluded
with a reference to the condition described as status lymph-
aticus, or lymphatism, in which there was a partial or general
hyperplasia of lymphatic glands, especially the pharyngeal,
thoracic, and abdominal ; enlargement of the spleen and
tonsils also occurred. There was frequently a remarkable
hyperplasia of the intestinal lymphatics, "individual glands
standing out like peas," to borrow Osler’s description. The
cause of death in such cases was now attributed by Paltauf
and others to deficient powers of resistance, and not, as

formerly, to coincident enlargement of the thymus.

In the discussion which followed Mr. H. J. STILES

(Edinburgh), Dr. J. H. BRYANT (London), the PRESIDENT,
and others took part, and a communication on the subject
rom Dr. LOVELL GULL AND (Edinburgh) was read by Dr.
W. S. LAZARUS-BARLOW (London). The speakers were

generally in accord with the views which Professor Michell
Clarke had laid down, and the possible relationship between
tuberculosis and some cases of lymphadenoma was

emphasised by several.
Dr. J. W. H. EYRE (London) read a communication on a

Form of Centrifuge which he had devised for dealing with
large quantities of milk for bacteriological examination ;
using hand-power a speed of 2500 revolutions per minute
was readily attained and with electric power a greater speed
could be reached.&mdash;The paper was discussed by the
PRESIDENT, Dr. LAZARUS-BARLOW, Dr. J. 0. SYMES.
(Bristol), and Mr. A. G. R. FOULERTON (London).
The next paper read was by Dr. SYMES on the Bacterio-

logical Examination of the Blood. Dr. Symes pointed out
the advantages of the method, now in general use, of draw-
ing the blood for examination directly from a vein. A con-
siderable percentage of Dr. Symes’s examinations in infective
diseases had given positive results, cultures of streptococci,
staphylococcus albus, and other organisms having been-
obtained from cases of puerperal septicaemia, ulcerative
endocarditis, and in other conditions.-This paper was.

followed by a very thorough discussion, in which the PRE-
SIDENT, Dr. A. C. F. RABAGLIATI (Bradford), Dr. E. G.
TREVITHICK (Cheltenham), Dr. DALAND (Philadelphia), Dr.
EYRE, and Dr. 0. F. GR&Uuml;NBAUM (London) considered the-
technique employed and contributed altogether a consider-
able number of cases in which positive cultures had been
obtained from the blood during life.

Dr. J. J. DoUGLAS (London) read a paper on the Arrange-
ment of Nissl’s Bodies in Nerve Cells. It was pointed out,
that the arrangement of the chromatophile granules, as-

1shown by Nissl’s method, varied in cells from different parts
of the central nervous system. In the cells of the anterior
cornua the chromatophilic granules were aggregated in verydefinite masses which were distributed in a more or less
uniform manner throughout the cell protoplasm. In the
cells of Clarke’s column, on the other hand, the Nissl
bodies had a more or less distinctly peripheral distribution,
large aggregations of the bodies being found at the periphery,
whilst the peri-nuclear area was comparatively free from
them. Some excellent micro-photographs in support of this.

i were shown, which clearly demonstrated the points raised in

. the paper. -

OPHTHALMOLOGY.

WEDNESDAY, JULY 31ST.
Presidential Address.

Mr. W. H. JESSOP (London) opened the first meeting of
the section with an address in which he alluded to his

boyhood in Cheltenham and the establishment of the local
eye hospital by his father who was a schoolfellow of
Mr. Henry Power. He then proceeded to speak of thepathology of glioma, basing his remarks on six cases which
had come under his notice in the past two years. Five

specimens were exhibited in different stages and in two,
cases both eyes were involved. Mr. Jessop gave a minute
description of the cases and specimens, the growth being
regarded by German pathologists as neuro-epithelioma
(Wintersteiner). They assumed at different periods three
distinct stages : (1) early, exhibiting microscopically the
rosette appearance characteristic of the growth and only
slight degeneration ; (2) middle, glaucoma-vascular develop-
ment with columnar cells some 30 deep along the vessels and
degeneration beyond ; and (3) late-shrinkage of vessels,
almost complete degeneration of the new growth, and rapid
extension along the optic nerve. After this the growth
became extra-ocular, assumed the character of a round-celled
sarcoma, with marked malignancy showing itself by recur-
rence and metastasis. In the intra-ocular condition the
malignancy was limited. The two cases in which the eye
was removed in the early stage remained well after two,
years and the patient would be practically safe after one year.

Mr. PRIESTLEY SMITH (Birmingham) opened the discussion
on

Myopia,
which might be either stationary or progressive, with damage
to the tissues of the eye and diminution of vision. The

important question was, How were they to distinguish a
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.simple from a pernicious myopia ? The speakervexhibited a
reduced chart representing the degree and progress of 100
cases, which showed that there was no actual dividing line
’between the two varieties, but that the chief progress took
place during adolescence. The chief data in regard to
prognosis were :-1. Age.-The younger the patient the
more likely the disease was to be progressive. The tendency
was most marked during the period of growth 15 to 25 years,
.after which it ceased. 2. Degree.-The higher the myopia
the more likely it was to increase, especially in young
subjects. In adults no forecast could be made. 3. Condi-
tion of choroid and retina.-These changes were more

marked in the pernicious cases They included myopic
crescent, thinning of the choroid, pigmentation of the

retina, and displacement of the disc. Diffuse changes from
stretching and vascular disturbance occurred later. Syphilis
,caused sclero-choroiditis. Congestion and inflammation were
.important factors. 4. Constitution.-Malnutrition and lacta-
- tion tended to make the disease progressive, as also did
chronic constitutional disease and high arterial tension.
.5. Heredity.-Inherited myopia was often simple, but there
was no immunity from progressive myopia. 6. Occupation.-
Any form of close work was harmful. As to treatment,
all cases of myopia should be suspected, especially in the
,young, of being progressive till time proved the contrary and
should be treated accordingly. There should be re-

- examination in six months and one year. Prevention of
progressive myopia was more helpful than attempts at

’curing.
Mr. A. S. PERCIVAL (Newcastle-on-Tyne) thought the con-

tractions of extra-ocular muscles important factors in

squeezing the eye and causing elongation. He recommended
reading in such a position as obviated inclination of the eyes,
- especially downwards, and thought he could trace arrest of
progressive myopia to this means in four cases.

Mr. HENRY POWER (London) recommended work or read-
ing only in a good light-not at all at night. The head
should be in the upright position. There should be no

stooping. Good diet should be given in childhood, especially
when at school. No work should be done before food.

Dr. DARIER mentioned traumatic astigmatism or myopia
of from four to eight dioptrics from a blow on the cornea
.causing overstretching of the suspensory ligament of the lens.
Contrarily, pressure on the eye appears to help vision in

hypermetropia and presbyopia. Massage of the globe
improved the circulation and tension of the eye and so

increased vision. Gentle pressure on the cornea through
the lids should be applied daily for from two to three weeks.

Dr. A. H. THOMPSON (London) thought that a well-
defined crescent, single, double, or treble, with choroiditis at
,the edge and aching in the eye were unfavourable signs.

Mr. H. EALES (Birmingham) said that power of accommoda-
tion varied much with glasses in myopia ; some high grades
had wide range, while others of low degree had a very narrow
’one. He recommended full correction and avoidance of close
work. Painful convergence for near objects could be
remedied by prisms and more particularly by proper centreing
"of glasses. Spectacle frames were usually made two and a
i half inches wide, whereas some patients had as much as three
inches between the centres of their pupils.
. Dr. J. BowER (Cheltenham) said that bad light and too

- close position of a book or work most needed correction. He

deprecated gymnastics which involved hanging the head, as
trapeze exercise. Patients with low myopia (three dioptrics)
could dispense with glasses for distance, but those with

higher grades should wear them continuously.
Dr. E. E. MADDOX (Bournemouth) considered that it was

more necessary to avoid fatigue of the eyes than accommoda-
tion or convergence. The higher the myopia the greater the
strain on the tunics owing to the larger surface exposed to
’expansive pressure. Any tendency to look through
the edge of the glasses called for full correction. He
recommended gentle massage of the sclero-corneal junction
as having a good effect on tension by aiding the transfusion
of fluid. Convergence rarely occurred without looking
down, due to the action of the inferior rectus, which should
be avoided.

Dr. A. BRONNER (Bradford) asked whether myopia when
progressive could be arrested by glasses. Heamorrhages in
women usually resulted from vascular change during
menstruation. In men syphilis was the cause.

Dr. R. D. BATTEN (London) thought that all cases were
more or less progressive ; he attached much importance to
tilting of the disc and distortion of the vessels, with thinning

of the anterior part of the sclerotic and occurrence of

astigmatism.
Mr. TATHAM THOMPSON (Cardiff) said that myopia was

not often recognised in infancy. The habit of holding a
book close should be broken, whether before or after
correction by glasses.
Mr. PRIESTLEY SMITH, in reply, said no distinct line

existed between innocent and pernicious myopia. He had

given his views on treatment fully in the Opltthalmic Review
for 1890. Muscae volitantes were only of importance when
apparent to the observer. Most people could see them them-
selves. He thought that the observation made by Dr.
Darier was very interesting and important, but pressure could
not be applied safely in all cases.

Major H. HERBERT, I. M. S. communicated a paper on

Superficial Punctate Keratitis,
describing a vesicular corneal eruption on the cornea,
occurring during the rainy season in Bombay, associated
with micro-organisms and lasting from two to three weeks
in young adults.-Mr. DEVEREUX MARSHALL (London),
Major DRAKE BROCKMAN, Mr. C. BLAIR (London), and
the PRESIDENT spoke.-It was recommended that the term
"keratitis punctata " at present used for the effects of
cyclitis on Descemet’s membrane should be abolished.
Mr. TATHAM THOMPSON described as unique a case of

Symmetrical Bullous Eruption around the Cornea in Both
Eyes with Acute Photophobia and Congestion lasting three
weeks and cured by formol, 1 in 5000, after application of
atropine and cocaine.&mdash;The PRESIDENT mentioned other cases
of greater severity and duration.

Mr. C. BLAIR described an Unusual Form of Keratitis
associated with Papular and Pustular Skin Eruption. The
attacks lasted a few days twice a year.-Mr. D. MARSHALL L
suggested tuberculosis.

Mr. PERCIVAL described the Application of Periscopic
Glasses to Give Lateral Vision without Rotating the Head.-
The PRESIDENT, Dr. MADDOX, and Mr. TATHAM THOMPSON
expressed their appreciation of the method. The expense
of the glasses was increased from 50 to 100 per cent.

DISEASES OF CHILDREN.

WEDNESDAY, JULY 31ST.
The PRESIDENT, Mr. FREDERIC EVE (London), after a few

introductory remarks, called upon
Mr. BERNARD PITTS (London) to open a discussion upon

the subject of
The Treatment of Intussusception.

In the course of his paper Mr. Pitts laid before the section
a complete list of all the cases of intussusception in
St. Thomas’s Hospital (on the surgical side) from 1875 to
1900 inclusive. He pointed out that distension of the bowel
might be tried, if the case was very recent, under an
anaesthetic and holding oneself in readiness to do an abdo-
minal section, if necessary, at once. A severe case should
at once be explored, without any previous inflation, as this
only added to the shock. The intussusception should be
brought outside the wound, as then the condition could
be examined. If reduction were impossible resection of
the bowel should be done. If gangrene were present the
case was almost hopeless, as prolonged operations were not
well borne by children. The sooner the child was placed in
the hospital after the symptoms appeared the better. At the
first onset it seemed reasonable to inflate the large bowel,
but it was never certain that inflation completely reduced the
swelling, and the uncertainty as to the exact condition of the
bowel made it better for the surgeon to see and to handle it.
The swelling of the mesenteric glands which occurred in
children in intussusception, hindered reduction. Inflation
might be used as a preliminary to operation. The risk of
shock must be minimised by all possible means in a young
child. It was better not to let the small bowel escape out of
the incision, so if there were very much distension he
would make a small opening into it and let out the con-
tents-i.e., gas-and then sew it up. A great danger of
reduction was the chance of splitting the coat of the bowel.
If reduction were very difficult he would open the sheath and
reduce by a finger inside the bowel. If this were impossible
he would resect the bowel in situ. He then referred
to a diagram of a case of ileo-colic intussusception where
the portion inside the colon was removed, and to another
where there was invagination of the appendix.. In a


